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LOBAR PNEUMONIA COMPLICATING 
TUBERCULOSIS 

By Dr. A. L. Gray, Richmond, Va. 
S. K. White, male, aged 26 years. Married. Painter. 



HIEF Complaint: Pain in left side with 
cough. 

4JI Family History. Mother, one 
siflter and four brothers living and in 
good health. Father died at age of fifty- 
eight of pneumonia. 

^ Personal History. Had the usual 
diseases of childhood. Typhoid fever 
fourteen years ago. General health has 
always been good. His wife is in a sanatorium for tubercu- 
losis in advanced stage. Present illness began December 
8, 1915, with choking, which was soon followed by a chill 
and a severe pain in the left side. Patient had troublesome 
cough when admitted to the hospital. Upon admission 
temperature was 102.2, pulse 110, respiration 22. 

^ Examination of urine shows traces of acetone, other- 
wise normal. Blood shows leucocytes 14200; polynuclears 
85 per cent, lymphocytes 13 per cent, large mononuclears 
2 per cent. No malarial parasites. 

<|| Sputum. Negative for tubercle bacilli. 
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^ Phyiioal Examination shows nothing of interest 
except a few rales. No percussion dullness or other evi- 
dence of lung involvement. 

<II Roentgen Examination on December 12. Report is 
as follows: "Irregular area of dense consolidation of the 
upper lobe of the left lung. This area is centrally located 
and is about three inches by two inches in diameter. Fine 
discrete tubercles stud the bronchial tubes, some are calci- 
fied, others soft. 

(Q Summary. Patient has central pneumonia engrafted 
on a moderate discrete tuberculosis in both lungs." 

<|| Sputum began to be blood-tinged on December 9. 
On the tenth it was streaked with blood, being chiefly white 



Lobar Pneumonia Complicating TubercoloMS. 
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and frothy. Examination of sputum on the thirteenth shows 
pneumococci abundant. 

<|[ Temperature has run a very irregular course, extremes 
ranging from 99.4 at 12 m. on the tenth to 105.4 at 4 p.m. 
on the same day. Fever terminated by crisis on the thir- 
teenth, reached normal on the sixteenth of December and 
remained so. 

^ Patient had uninterrupted recovery from his acute 
illness. 

<|[ Diagnosis. Lobar pneumonia complicating tubercu- 
losis. 




PULMONARY TUBERCULOSIS 

Dl. A. L. Gbay, Richmond, Va. 
F, P. Wliite, nule, age 26 yean, nngle, lawyer. 



IAMILY History: Negative for tubercu- 
' losis, malignant disease, or serious 
nervous and mental complaints. 
^ Previous History. Has not been 
I well for some years. No typhoid, pneu- 
j monia, acute rheumatism, chorea, or 
severe grippe, 
^ Denies gonorrhea and lues. About 
' ten years ago he had a primary lesion 
which was said to be a chancroid. This lasted three weeks, 
was about the size of a penny. One gland in the groin 
swelled but did not suppurate. No history of secondaries. 
Patient took internal treatment for about one month. 

<B Since graduation in law in 1908, has been unable to 
practice. In 1909 he had an attack of pleurisy during the 
summer, and in November of the same year had "shingles." 
Sputum has been examined ten times with negative results. 
Appendix was removed in September of the same year. 

^ In August, 1910, he had an illness confining him to 
bed for three weeks, which was diagnosed as pleurisy of 
the posterior portion of the left chest. He has had a slight 
hacking cough for two years, but no haemoptysis. Had a 
slight attack of tonsilitis in the past twelve months. 

4|| Has had two attacks of acute indigestion, requiring 
hypodermic of morphine. These were followed by pro- 
nounced tenderness in both iliac regions, especially in the 
right. 
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€|[ Present Conditions. Complains of weakness. Is 
somewhat short of breath. Appetite is not good, su£fers from 
indigestion, constipation, and disturbed sleep, but has had 
no definite insomnia. Wakes up unrefreshed in the morn- 
ing and feels miserable. Perspires less than normal. Has 
had no urinary symptoms. 

€|| Physical Examination. Patient of average size, poorly 
nourished, complexion sallow. Mucous membranes pale, 
no dyspnea, skin warm and moist, mouth and throat nega- 
tive, no glandular enlargement, reflexes normal. Pulse 
slow, rate 58 per minute, blood pressure 117, temperature 
10 a.m. 97 degrees. Heart was found normal in position and 
size; no abnormality on ausculation. Chest asymmetrical, 
depressed lower right front. Left side fuller than right. 
Equal expansion on both sides. Percussion elicits slight 
dullness below left clavicle and in upper left scapular 
region, possibly slight impairment of note above right 
clavicle. Breath sounds well heard all over chest, rather 
harsh and puerile in character. Expiration somewhat pro- 
longed at both apices front and rear. Occasional inconstant 
rale is heard below clavicle. Medium moist rales, which 
persist after coughing, are present in the upper left chest 
posteriorly on inspiration and expiration. Similar rales 
behind right apex. Vocal fremitus greater in upper left 
side of chest posteriorly than in right. Scars of former 
operation show keloid tendency. Liver and spleen not 
palpable. Urinalysis normal except considerable increase 
in indican. 

€|| Blood. Polynuclear neutrophiles 63 per cent, small 
Mononuclear 32 per cent, large Mononuclear and Tran- 
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sitional 4 per cent. Mast Cells 1 per cent. No malarial 
parasites found. Haemoglobin 94 per cent. 

^ Gaatric Analyaia. Free hydrochloric acid 52, total 
acidity 73 per cent. 

^ April 26, 1912. — Wassermann test made, positive. 
Patient has recently been in a tuberculosis sanatorium where 
repeated sputum examinations were negative, but skin tuber- 
culin tests positive. Did not improve under sanatorium 
treatment. Patient is referred for salvarsan treatment. 

^ October 16, 1912. — Patient has spent three months in 
the Adirondacks. Has had two injections of salvarsan fol* 
lowed by iodide and mercury. Weighs 1415^ pounds, 
which is more than he has ever weighed. Says he does not 
feel well. Blood pressure 112. 

^ Chest examination normal, except prolonged expira- 
tion at both apices behind. 

^ Diagnosis at this time. Syphilis of the lungs. 

^ December 31, 1912. — Patient wonderfully better and 
has returned to work. 

^ March 24, 1913. — Physical examination negative. 
Patient appears to be well. 

^ June 11, 1914.— Weighs 121>^ pounds. Has had two 
more injections of salvarsan and took mercury and iodide 
for six months. Wassermann negative. Patient now com- 
plains of lack of energy. Has never entirely lost his cough 
and continues to have a slight hacking cough, especially on 
arising. Has had a slight attack of grippe in March, confin- 
ing him to bed for three days. Appetite poor, but has no 
indigestion. Perspires too freely. 

^ Examination at this time shows patient thin. Few 
small glands palpable on both sides of neck. No dyspnea. 
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On percussion moderate dullness about the right clavicle 
and in both apices posteriorly. Prolonged expiration in the 
latter regions. Sticky superficial rales are heard above 
both clavicles and first and second left front interspaces. 
Moist rales are heard during inspiration and expiration 
behind each apex, these persist after coughing. Blood and 
urine negative. 

€|f June 13, 1914. — Wasscrmann negative. Patient was 
referred for stereoscopic Roentgen Ray examination of the 
chest. The following report was made: 

^ ^^ Diaphragm on both sides approximately same level. 
Cardio-hepatic angle obscured. Very fine mottling 
throughout both lungs. Right Lung: Upper lobe studded 
throughout with fine discrete tubercles. Mid-lobe shows 
similar condition. The upper and inner portions of lower 
lobe present the same appearance. The outer part of the 
lobe appears almost clear. There is a peculiar mottling of 
the pleural surfaces with similar fine tubercles. 

^ Left Lung. Mass of soft consolidation sharply outlined 
extends outward and downward from the hilum. Upper 
lobe shows mottling and studding similar to that of the right. 
The descending branches are sharply cut and show con- 
siderable thickening toward the diaphragm. Pleural band 
extends from diaphragm upward to the anterior chest wall, 

•II Summary. The condition appears to be one of miliary 
tuberculous infection involving both lungs and pleurae. A 
mass of consolidation near left hilum suggests a gumma, but 
may be accounted for by the tuberculouscondition present." 

•II Sputum examination negative for tubercle bacilli. His 
temperature in the evening for the past few days has been 
about 100 degrees. 
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<G July 3, 1914.— Has been taking KI for two weeks. 
Thinke he is feeling better, but is losing weight. Physical 
examination at this time about the same as the last except 
there is more dullness and rales are more abundant. 

^ October 31, 1914. — Patient has been to Saranac since 
July 14. Is becoming progressively worse. Examination 
of lungs shows lesions have progressed with increased im- 
pairment of percussion note and increase in rales. 

^ December 1, 1914.— Patient has consulted an eminent 
specialist in Baltimore, who is of the opinion that patient 
has an unusual form of pulmonary tuberculosis. 

^ December 31, 1914. — Patient has been confined to 
bed with fever and cough and expectoration. Sputum 
examination shows tubercle bacilli present. Diagnosis: 
Pulmonary tuberculosis. His condition grew progressively 
worse, and he died July 23, 1915. 

Palmonaiy TubcrwiloMs . 

Stereo 23. SerUl M 819 
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DISLOCATION OF LEFT HIP 

By W. n Stewakt, M. D., New York 
C v., nale, age 47 yean. Refeired by Dr. Ibvinc H*nn8 



|AMILY Hiitory: Negative. 

<| Put History. Alcoholic-denied. 
Venereal — Neiiier thirty years ago; luei 
denied. Medical— "Chilli and fever" 
, thirty-six years ago. 

4 Pr««ent History. Three days ago 
I was struck in the left thigh by a police- 
man's club. He immediately fell to the 
I ground and had to be carried to his 
home. Has not been able to walk since. 

^ PhysioAl ExanaiiMCipii. (Of the left lower extremity) 
reveals: 

1 Inversion of foot. 

2 Tenderness on pressure over the greater trochan- 
ter of the left femur. 

3 Shortening. 

4 Loss of function. 

5 No crepitation. 

^ Storeoroent^cnotraphie Examination. Shows the 
head of the left femur to be dislocated backwards and up- 
wards, the bead now resting on the dorsum of the ilium. 

^ Surgical Procedure. The dislocation was reduced by 
Stimson^s method, i.e. gravity aided by a little manipula- 
tion. The patient was anesthetized and placed on a table 
face downward with legs hanging over the edge; his hips 
were brought to the edge of the table, his uninjured leg 
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extended ia line with the trunk, while the dislocated thigh 
was allowed to drop into a vertical position (flexion) . By 
supporting the ankle at the lame level as the knee, the limb 
was kept in this position without strain. After a few 
minutes, as the muscles relaxed, we could see the promi- 
nence of the gluteal region, caused by the unnatural 
position of the greater trochanter, drop lower and lower. 
A little pressure was then made over the calf of the leg 
while the knee was slightly adducted and the head of the 
bone dropped into the acetabulum with a sucking sound, 

<|[ Recovery uneventful. 

% Comment. The stereoroentgenographic examination 
was of the utmost importance in this case in showing the 
character of the dislocation and the location of the head of 
the femur; this enabled the surgeon to decide upon the 
method of reduction. 

DialoGMtion of Left Hip. 
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ANTERIOR SUB-GLENOID DISLOCATION OF 

THE SHOULDER WITH FRACTURE OF 
GREATER TUBEROSITY OF THE HUMERUS 

By W. H. Stewart, M. D., New York 
F. C, male, aged 42 yeara. Referred by Dr. Irvwc Hathes. 



IAMILY History. Negative. 

•IT Past Hi»tory. Alcoholic — Heavy; 
Venereal — Denied; Medical — Arthritis, 
Pneumonia; Surgical — Broken right leg 
several years ago. 

^ Present Illness. Patient fell from 
elevated railroad station to street below. 
Did not receive immediate medical 
attention. Two days later arm became 
very stiff and painful, and the soft tissues became reddened 
and ecchymotic. Crepitation was felt over the shoulder on 
movement of the arm. On account of the swelling and 
tenderness, the exact condition or position of the head of 
the right humerus could not be determined. 

<[[ The arm was held in abduction and eversion. There 
was marked limitation of motion, and a hollow depresiion 
at right shoulder. 

4]I Stereoroentgenographic Examination. Revealed an 
anterior sub-glenoid dislocation of the head of the right 
humerus with a fracture through the greater tuberosity. 

^ Surgical Procedure. The method used in reducing 
the dislocation is known as that of abduction with traction 
and direct reposition. The type of dislocation was that of 
the sub-glenoid with the arm in considerable abduction to 
start with. Under ether anesthesia, the arm was further 
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abducted to right angles with the trunk, while one of the 
assistants made strong traction in this position, the surgeon 
made upward and backward pressure on the humerus in 
the axilla and the head slipped into the joint with an 
audible sound. 

<I[ Doctor Haynes prefers this method and believes it 
far superior to Kocher's, as there is no strain put on any 
structure involved and reduction is much easier to obtain. 

•I Recovery. Uneventful. 

<[| Comment. The stereoroentgenographic examination 
is the method "par excellence" in all shoulder conditions, 
especially where, as in this case, the injury was sustained a 
number of days before the patient was brought to the 
hospital. Swelling, tenderness and effusion so masked the 
surgical signs of dislocation that only with the roentgen 
examination was the exact location and condition of the 
head of the humerus ascertained. 



Anterior Sub-Glenoid Dislocation of the Shoulder. 
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CALCIFIED DEPOSITS IN THE SOFT TISSUES 

OF THE LEFT FOREARM. 

By Howard E. Rugglbs, M. D., San Francuco, CaL 

Referred by Dr. Harby M. Sherman 
MisB B. American, school teacher, age 28 years. 




HIS patient was referred for question of 
fracture of the left arm. 

^ Family History. Negative. 
^ Past History. Negative, except 
for the fact that the left forearm has 
been somewhat larger than the right 
and somewhat bowed since one year of 
age. No symptoms, except slight weak- 
ness and disability in the left forearm. 
^ Physical Examination. Entirely negative, except 
for slight swelling and bowing in the left forearm. All 
motions unrestricted. No evidence of similar process 
elsewhere. 

^ Roentgen Findings. The left forearm showed some 
thickening of the soft parts, as well as a slight bowing and 
thickening of the radius and the ulna. Scattered through 
the soft tissues are numerous calcified masses varying in sizes 
from one millimeter to almost a centimeter without definite 
reference to the structures in the arm. Some of the large 
ones show a cyst like structure with a calcified nucleus. 

fl|[ Laboratory Findings. Urine and blood, negative. 
One of the nodules removed from the muscles of the arm of 
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the young woman was submitted to Doctors Ophuls and 
Knapp of San Francisco, whose report substantially agreed 
to the effect that the tissue was a calcified mass, without 
stroma or definite structure or evidence of parasitic origin. 
^ The conclusions have been variously interpreted as due 
to parasites, small calcified hematomas, phleboliths or neu- 
romata. 



Calcified Deposits in Soft Tissacs of Left Forearm. 
Stereo 26. Serial W 319 
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(|{ Laboratory Findings. Sputum, slight quantities, have 
been continuously negative for tuberculosis, elastic fibers, 
booklets or other pathological constituents. No lym- 
phocytosis. 

<|| Blood. Reds 3,200,000. White count 12,000 18,000. 
Hemaglobin 50 per cent.; 75 per cent, polymorphonuclears; 

3 per cent, large mononuclears; 18 per cent, lymphocytes. 

4 per cent, eosinophiles. No nucleated reds. No malaria. 
Wasserman repeatedly negative except for one three plus 
finding with cholestrinized antigen. Urine negative. 

<][ Roentgenographic Findings, Occupying the major 
portion of the front of the left chest is an irregularly calci- 
fied mass with definite lobules of varying size extending 
into the lung tissue and upward into the left apex. A 



Tumor in the Upper Left Abdomen. 
Stereo 27. Serial^ 319 
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TUMOR IN THE UPPER LEFT ABDOMEN 



By Howard E. Ruggles, M. D., San Francisco, Cal. 

Referred by Dr. J. M. MacDonald 
Joe G., Italian, age 15 years, weighs 58 pounds. 




lOMPLAINT: Tumor in the left abdo- 
men, swelling in the left nipple and 
weakness. 

<[| Family History. Unimportant. 
^ Past History. For the past three 
years has had shortness of breath on 
exertion and slight morning cough for 
two and one-half years. Has had a 
tumor in the upper left abdomen for 
two and one-half years. Two years ago the patient was in 
bed for one month with slight temperature and on two 
occasions spit up small but definite amounts of blood. 

^ Present Illness. Patient was referred to the hospital 
for study. Has very few symptoms except for the weakness 
and dyspnoea on exertion. He drives a fruit wagon for his 
father and pays very little attention to his symptoms. 

^ Physical Examination. A very bright boy, much 
undersized. Palpable neck glands. Left thorax more 
prominent than the right. Left nipple very much enlarged 
and tender. Left chest absolutely flat from top to bottom, 
both front and back, without breath or Voice sounds. 
Heart displaced markedly to the right, sounds regular and 
good quality. Abdomen is distended. Notched tumor is 
felt below the left costal margin. Testes not developed. 
No pubic hair. Extremities negative. 
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single plate, taken two years ago, shows no evidence of this 
extention toward the top and considerable less calcification 
toward the left base. The heart is displaced somewhat to 
the right and there is no apparent involvement of the 
thoracic wall. 

^ Gonolusion. This case was at first considered calcified 
empyema, but in view of the extention of the process and 
its lobular appearance, as well as the clinical picture, it is 
quite probable the result of echinococcus infection. 
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BICEPHALIC MONSTROSITY 

By A. Robert Taft, M. D., Charleston, S. C 



JHIS case was referred by Dr, Mood, 

! Bacteriologist in the South Carolina 

Medical College, in order that I might 

give him some information about ab- 

I normalities found in bones, especially 

spine, as the body was apparently not 

very abnormal, and from appearance 

the spine probably joined somewhere in 

' region of scapulae. 

<|[ Dr. Mood had been asked to mount it by a physician 

in a small town, about seventy-five miles from Charleston, 

who sent it down with the following history. 




Stereo 28. 



Bicephalic Moortrosity. 
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^ This double headed female baby was born of Mulatto 
parents. The mother being about half negro, she was a 
multipara, this being her fifth pregnancy, other children 
were all normal and no special history of monstrosities in 
either family. 

€|| The baby weighing six pounds, was born with only 
moderate difficulty after a labor of a few hours. A breech 
presentation and delivery. The two faces of child were 
exactly alike. 

t|[ Roentgen Findings. Show bones quite normal, ex- 
cept that two complete spines exist. There being no con- 
nection between these, except a short rib running between 
each of the dorsal vertebrae. Otherwise spines run each 
separately and into separate coccyges. The bones of the 
heads, pelvis and extremities all look normal. 



TRAUMATIC DISLOCATION OF HIP; SHC 
THE VALUE OF LATERAL ROENTG 
PROJECTION OF THE HIP. 

By Leon Theodore LeWald, M. D., New Yorlt. 
F. 0. male, age 9 years. 




IHIS patient was brought to St, 
1 Hospital, New York, with a si 
that about twenty minutes pi 
the boy had fallen from a wa 
forty feet high. 
<|1 Physical Examination. 
I thigh was flexed, adducted, and 
inwards. Measurements mad< 
I cordance with Bryant's method 
a shortening of about 4 cm. 

4]I Koentgen Kxamination. An antero-poster 
jection failed to show any striking evidence of dis! 
However, the stereoroentgenogram in this position 
definite evidence of posterior dislocation of the 
(see stereoroentgenogram No. 29.) This demonstra 
clusively the extreme value of the stercoroentgent 
the diagnosis of a dislocation of any bone. Furthi 
of the case was made by means of a stereorocntg) 
taken in the lateral position in accordance with the 
first suggested by Dr. Preston M. Hickeyof Detroi 
This showed a most striking appearance; the hea 
femur could be distinctly outlined entirely displai 
the acetabular cavity. This exposure is made by 
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the patient upon the side of the lesion. The opposite thigh 
is then strongly flexed. The Ray is then directed through 
the side affected, passing from inner to outer side of the 
thigh, the plate being placed heneath the thigh and the 
tube above the patient about on the level with the upper 
third of the thigh. 

^ Reduction. Under complete ether anesthesia closed 
reduction was accomplished by Dr. Becckman J. Delatour. 
The thigh was flexed to aboiit eighty degrees, then rotated 
inwards and adducted. Flexion was then increased to 
about an angle of thirty degree to the body. The thigh was 
then abducted and the left hand placed below the hip. 



PoBterior Proi»crion. 
Stereo 29. SerialM 319 
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The leg was then rotated outward when the hip was fe 
slip back into its socket accompanied by two clicks. 

*I| A stereoroentgenogram made after this procec 
confirmed the fact that the complete reduction had b 
accomplished. 

•H Note. The full value of the stereoroentgenogram 
be appreciated if the reader will first look at the st< 
No. 29 showing the posterior projection, not using the sti 
scope, and see if he can tell, without reference to the ti 
which hip is dislocated. Then view the same stereoroi 
genogram through the stereoscope, when the posterior 
location of the left hip will become at once apparent. 



Lateral Projection. 
Stereo 30. Serial N9 3! 
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FRACTURED RIBS, WITH PUNCTURED LUNG 

By W. H. Stewart, M. D., New York. 
S. A., male, U. S., age 13 years. Refeired by Dr. Max Einhobn 




|HIEF Complaint: 

1 Pain over upper right chest poster- 
iorly on respiration. 

2 Bloody expectoration. 

3 Laceration of chin (duration one hour). 
^ Family History. Mother and 

father alive and well; brothers and sisters 
alive and well. No history of any 
chronic disease in family. 

4|I Previous Illness. Diseases of childhood: measles, 
scarlet fever, diphtheria and chicken pox. 

<1I Habits. Appetite good; bowels regular, micturition 
regular — no pain, burning or frequency; alcohol, none; 
drugs, none; weight — no loss, some gain; sleeps well. 

^ Present Illness. Patient was hit by an auto truck. He 
was thrown on his right shoulder and his jaw struck the 
curb, producing a laceration through all the soft tissues. 
While the wound was being dressed in the accident room 
of the German Hospital he began to expectorate blood so 
that he was admitted for observation. He appears to be 
somewhat anaemic but otherwise seems to be quite healthy. 
He shows evidence of slight shock from the accident. 
There is a two inch laceration of the chin upon which a 
dressing had been placed, and he has a bruise of the upper 
right chest. No bones appear to be broken. With the ex- 
ception of pain on breathing and the slight expectoration of 
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blood, the boy seems in fair condition. Thechest development 
is fair, expansion moderate; respiration slightly accelerated. 
Pain, on pressure, over upper right chest. Apparently no 
ribs fractured. There is slight dullness at right base, other- 
wise, the lungs are negative. The heart percussion is normal, 
rate rapid, rhythm fair; no accentuations. The abdomen 
was apparently normal, no masses, rigidity or tenderness. 

•H The spleen and kidneys were not felt. 

(|I Roentgen Examination. Stereoroentgenographic ex- 
amination reveals a fracture of the second, third and fourth 
ribs on the right side. The anterior fragment of the third 
rib is directed backward and has probably perforated the 
lung. There is a distinct interlobar shadow between the 
middle and lower lobes on the right side which we believe 
is cast by a blood clot, the hemorrhage being caused by the 
lung puncture. 



Fractured Ribg with Punctured Lung. 
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INCIPIENT PULMONARY TUBERCULOSIS 

By H. Wessler, M. D., New York, 
ias M., age 25 years, nurse. Referred by Dr. Mabcus A. Rothschild, N. Y. 




lAMILY History: Father died of tubcr- 
~ culoais. 

<|] Past History. Negative, except 
that patient nursed a tuberculous indi- 
I vidual at Saranac for six months. 

^ Present History. Dry cough for 
I six months. Has lost seventeen pounds 
I in weight. No sweats. Temperature 
I for thepast fourweeksSS toiOl. Cough 
becoming more productive, especially in the morning, 
when a small amount of mucopurulent material is expec- 
torated. No blood. Appetite good. Bowels regular. 

^ Physical Examination. Pulse 100, temperature 100, 
weight 133 pounds. 

^ Lungs. Left— Dullness over left supra and infra- 
clavicular region extending to second rib anteriorly. The 
dullness is more marked below the clavicle, over which area 
voice and whisper is increased. An occasional fine rale is 
heard as well as numerous moist rales. Posteriorly there is 
also slight dullness with an occasional rale. High up in the 
axilla on the left side there is dullness with many moist and 
an occasional dry rale. No other abnormal signs could be 
determined in the left lung. 

<i Right— Except for some dullness posteriorly in the 
•upraspinouB fossa, nothing abnormal was noted. 




INCIPIENT PULMONARY TUBERCULOSIS— WESSLER 95 



<I Heart. Rapid, rate 100, aortic second sound accen- 
tuated. 

<|| Urine. Negative. 

<II Sputum. Positive tuberculous on September 28, 1916. 

4|[ The Roentgen Examination September 27, 1916 
shows the following: 

<Ii On fluoroscopic examination the left apex was slightly 
less well aerated than the right. Examination of the stereo- 
roentgenogram shows in the left infra-clavicular region, 
extending downward from the apex of the axilla to the 
mid-Hne, an exaggeration of the normal pulmonary mark- 
ings and several small deposits in the lung tissue. This 
undoubtedly represents a pathological condition and cor- 
responds to a definite form of pulmonary tuberculosis as 



Incipient Pulmonary Tuberculosis. 
Stereo 32. Serial N? 319 
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shown by the Roentgen Ray. No statement can be made 
regarding the activity of the lesion , but it is probably in an 
early stage of development. There is in addition a marked 
enlargement and calcareous degeneration of the bronchial 
lymph nodes on both sides. 

^ The diaphragm is normal in position and motility. 

^ The heart appears to be somewhat displaced towards 
the left side I and is approximately normal in size. 

€|| A slight dilatation of the first part of the aorta was 
noticed. 
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LUNG ABSCESS-POSTOPERATIVE 

By H. Wessler, M. D., New York. 
Miss M. L., age 17 years. Patient of Dr. Julius Tannenbaum, New York 




|AMILY and Previous History; Of no 
importance. 

•H Present History. Patient was 
operated on during the first week in 
. August, 1916, for volvulus of the intes- 
! tine. Forty-eight hours after the opera- 
tion she hegan to cough and had fever. 
I This continued for one week, when 
I she began to have some expectoration. 
She kept on coughing, but the fever soon subsided. 

•I On September 1, 1916, she began to bring up large 
amounts of foul, bloody sputum, which has continued since 
then. About a week before the Roentgen examination she 
again began to have fever and to sweat. No tubercle 
bacilli were found in her sputum. She has had no pain in 
her chest. 

<|f The Roentgen Examination, October 18, 1916, 
shows the following: 

•H In the right upper lobe, corresponding in position to 
the second and third interspace anteriorly, there is a dense 
infiltration, which extends outward from the hilus of the 
lung to the axilla. The lower limits of this infiltration are 
sharply circumscribed, apparently by the interlobar fissure; 
its upper limits shade off gradually into normal lung tissue. 
In the upper portion of the infiltrated area there is seen an 
oval cavity, about one inch in diameter, with a fluid level 
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which was agitated when the patient coughed. There 
appears also to be a second smaller cavity just above this. 
The bronchial lymph nodes on the right side are markedly 
enlarged. 

^ The heart is somewhat displaced to the left and the 
diaphragm is normal in position and motility. 

^ There is a slight scoliosis of the mid-dorsal spine to the 
right. 

•U The Roentgen examination indicates a pneumonic 
infiltration of the right upper lobe with multiple cavities. 
Whether these are bronchiectatic or lung abscesses, must 
be determined clinically. 



Lung Absceis — Postoperative 
Stereo 33. SorulM 319 




ENCAPSULATED PLEURAL EFFUSION. 

By W. H. Stewart, M. D., New York. 
J. D., male, U. S., age 6 years. Referred by Dr. A. L. Goodman. 




|AMILY History. Negative. 

<|| Past History. Measles and chicken- 

; pox this winter with good recovery. 
I Occasional attacks of bronchitis. 

(]f Present History. The child became 
ill on July 10, 1916. Previously had com- 
I plained of pain in the right chest. Had 
rapid breathing; general weaknesi and 
I feverishness which was diagnosed ai a 
pneumonia. When admitted to the German Hospital on 
July 26, 1916, temperature was 101; pulse 140; respiration 
48. The chief complaint was fever, dyspnoea and pain in 
the right chest. Two days later the temperature dropped , 
to normal and remained there. Upon examination the | 
patient was found to be a rather pale, somewhat anaemic, 
boy showing signs of an acute illness. 

% Physical Examination (made on day of admittance) 
showed, on percussion, distinct dullness, increasing to flat- 
ness at the right base, and on auscultation, breath sounds 
were diminished at right apex; bronchovesicular breathing 
was heard in the upper part of right lung, breath sounds 
diminished to absent at extreme right base with crepitant 
and subcrepitant rales. 

^ Koentgen Examination (July 26, 1916) revealed 
shadows indicating encapsulated pleuritic 6uid in the 
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region of the upper right lobe, also evidence of a thickened 
pleura below. 

^ Physical Examination. The temperature remained 
down, with improvement in the general condition. On 
August 8, 1916 further physical examination showed dull- 
ness to flatness on percussion at upper portion of the right 
lung and vocal fremitus increased surrounding the dull area; 
otherwise, it was decreased. Signs of fluid at base. 

<|| Roentgen Examination. Further stereoroentgcno- 
graphic examination showed much the same condition as 
on July 26, 1916. A chest tap was done at the angle of the 
right scapula and 10 c.c. of clear yellow fluid withdrawn; 
another puncture was done at the base of the lung but no 
fluid obtained. Roentgen Examination, made on August 



EncapBuiated Pleural Efhision. 
Stereo 34. Serial W 319 
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10| 1916, showed some decrease in the size of the saccula- 
tion probably the result of the aspiration and the pleura at 
the base clearing up. After consulting the stereoroent- 
genograms, the chest was aspirated again at the angle of the 
right scapula and 75 c.c. of clear yellow fluid removed. 
€|| Recovery uneventful. 

^ Comment. The case is interesting as showing the 
value of the stereoroentgenographic examination of the 
chest for properly locating encapsulated accumulations of 
pleural fluid, the importance of which, in thoracocentesis, 
can readily be appreciated. 

€|[ Note. This case, among others, was reported in an 
article on ^^Thte Roentgen Examination in the Differentia* 
tion between Pneumonia and Empyema" read before the 
American Roentgen Ray Society in Chicago on September 
29, 1916. 
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FRACTURE OF HUMERUS THROUGH 
BONE CYST 

By W. H. Stewart, M. D., New York 
T. B., male, age 13 years. Referred by Dr. Irving Hayhes. 



AMILY History: Negative. 

<II Past History. Negative. 

<[| Present History. About one-half 
hour previous to admission patient fell 
from a horizontal bar on which he was 
exercising, and struck on the left 
shoulder. Found he could not use the 
left arm, so rushed to the hospital. Upon 
physical examination of the injured 
member a false point of motion was detected with loss of 




Fracture of Humerus Through Bone Cyst. 
Stereo 35. Serial ^^ 319 
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function, deformity, crepituSi swelling, ecchymosis and 
tenderness; the deformity was reduced and arm placed in a 
Velpeau bandage. 

^ Diagnosis. Fracture of the left humerus in the 
upper third. 

€|| Roentgen Examination shows a fracture extending 
transversely through a bone cyst located in the upper third 
of the left humerus. The fragments are in good position. 

€|| Comment* It is interesting to note that in these 
fractures of long bones which have been weakened by a 
single or multiple cyst, the fracture line generally involves 
the walls of the cyst. In the repair of such a fracture the 
cyst is usually partially obliterated. 
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GUN-SHOT WOUND OF TfflGH- 
BULLET LOCATED 

By W. H. Stewaht, M. D., New York. 
D. B., male, age 25 yean. Referred hy Dr. Ibvinc Haynes. 




AMILY History. Negative, 
<| Past History. Negative. 
4|| Present Hiatory. Patient, while 
attending a dance, was shot with a 
revolver from behind. The bullet struck 
him in the left buttock. He was taken 
to the hospital, where a physical exami- 
nation revealed a small wound in the 
left buttock; no point of exit could be 
found. The bullet could not be palpated externally or 
internally by probe. 

4|| Roentgen Examination. The Roentgenologist was 
asked to make a localization. He selected what seemed the 
simplest and most practical method; the technique of which 
was as follows: A preliminary roentgenogram was made of 
the left buttock, including the thigh. The bullet was located 
about six inches above the condyle of the femur on the 
inner side of the thigh. A cross, made with two pieces of 
lead fuse-wire laid on strips of adhesive plaster, was attached 
to the skin, over a similar cross marked on the skin 
with indelible ink at approximately the location of the bul- 
let as shown by the preliminary plate. The case was then 
re-examined stereoroentgenographically and the fuse-wire 
removed; the indelible ink marks remaining on the skin, 
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showing the location of the wires. These stereoroentgeno- 
grams when examined in the stereoscope showed the exact 
location of the bullet in relation to the cross-wires, and also 
its approximate depth. 

^ Surtfioal Prooedure. An incision about three inches 
long was made through the skin. This incision passed 
through the indelible marks, indicating the location of the 
cross-wires at a point over the bullet, as shown by the 
stereo roentgenograms. The wound was palpated and the 
bullet felt about three inches below the surface of the skin. 
It was removed by forceps. 

^ Recovery uneventful. 



Gim-Shot Wo^nd of Thi^h— Ballet Loeated. 
Stereo 36. Serial IV? 319 





